A 24-year-old non-obese, non-diabetic, normotensive young man presented with a history of gradually enlarging multiple painless nodules over the scalp for the last 5 years. There was no history suggestive of any systemic disease or long-term intake of any drug. Family history revealed non-consanguinity and absence of similar cutaneous lesions among family members, though his father had an episode of acute myocardial infarction in the past. Family history was significant for the presence of dyslipidemia in his father and two of his elder brothers. Cutaneous examination revealed four, firm, non-tender, mobile, skin-colored nodules, 2--4 cm in size with a bosselated surface present over the right temporal region of the scalp behind the ear \[[Figure 1](#F1){ref-type="fig"}\]. No other lesions were found in any other part of the body. Hairs, nails and mucosae were within normal limits. Systemic examination including cardiovascular system was normal and ophthalmological examination did not reveal any abnormality. Routine investigations including complete hemogram, blood sugar, liver and kidney function tests and urine analysis were all normal. Lipid profile and thyroid-stimulating hormone (TSH) levels were found to be in the normal range. Chest X-ray, electrocardiogram (ECG) and ultrasonongraphy (USG) of abdomen were normal. Serum protein electrophoresis revealed normal pattern. Human immunodeficiency virus (HIV) and venereal disease research laboratory (VDRL) serology were non-reactive. Histopathological examination from a representative nodular lesion showed collections of foam cells and lipid laden macrophages with areas of fibrosis and cholesterol clefts \[Figures [2](#F2){ref-type="fig"} and [3](#F3){ref-type="fig"}\].

![Firm skin-colored nodules with the bosselated surface over the right temporal region of the scalp behind the ear](IJD-60-425b-g001){#F1}

![Photomicrograph showing collections of foam cells along with dense proliferation of fibroblasts and histiocytes (H and E, × 100)](IJD-60-425b-g002){#F2}

![Photomicrograph showing collections of foam cells, lipid laden macrophages, areas of fibrosis, cholesterol clefts, fibroblasts and histiocytes (H and E, × 100)](IJD-60-425b-g003){#F3}

Question {#sec1-1}
========

What is your diagnosis?

Answer {#sec1-2}
======

Tuberous xanthoma of scalp.

Discussion {#sec1-3}
==========

Xanthomas occur as a result of tumor-like deposits of lipids in different tissues, most notably skin, tendon and eyes. These disorders may occur as a result of inherited genetic defects of lipid homeostasis (most common cause), systemic diseases (such as hypothyroidism and renal failure) and certain medications (e.g., systemic retinoids). There are several varieties of xanthomas viz. tendon xanthoma, xanthelasma palpebrarum (most common), tuberous xanthoma, palmar xanthoma, eruptive xanthoma, planar xanthoma, tubo-eruptive xanthoma, verruciform xanthoma, nodular xanthoma and diffuse plane xanthoma.\[[@ref1]\] Tuberous xanthoma (our case) is characterized by the occurrence of small to exuberant exophytic, yellowish or orange papulo-nodular lesions, located over the extensor aspect of elbows, knees and heels.\[[@ref2]\] However, they may occasionally occur on the face, knuckles, toe joints, axillary and inguinal folds and buttocks.\[[@ref1]\] Other uncommon sites have rarely been reported for other varieties of xanthomas viz. eyelids (xanthoma disseminatum),\[[@ref3]\] earlobe (verruciform xanthoma)\[[@ref4]\] and scalp (verruciform xanthoma).\[[@ref5]\] In our case, tuberous xanthoma occurred on the scalp; this association has not yet been reported in the English literature.

Xanthomas are commonly associated with underlying primary or secondary dyslipidemia, thus often acting as risk factors for coronary artery heart disease or pancreatitis. However, verruciform xanthoma and xanthoma disseminatum may occur in normolipemic patients; the latter variety being often associated with other disorders such as paraproteinemias, systemic lupus erythematosus (SLE) and lymphoma.\[[@ref2]\] Tuberous xanthomas are commonly associated with type III (mixed) Frederickson hyperlipoproteinemia,\[[@ref2]\] and also with type IIa, type IIb and other secondary hyperlipoproteinemias (e.g., biliary cirrhosis, etc.). Rarely, it may occur in normolipemic patients;\[[@ref6][@ref7][@ref8]\] however, there may be associated underlying systemic disorders or malignancy.\[[@ref6]\] Association with pityriasis rubra pilaris has also been reported.\[[@ref9]\] In our case, the patient showed normal lipid metabolism status and absence of any other systemic disorder or malignancy.

The diagnosis of xanthoma can be confirmed histologically; however, the type is suggested by the clinical appearance. The hallmark histopathological feature is the presence of vacuolated macrophages in the dermis, which actually contain lipid droplets (foam cells); Touton giant cells may also be present. Occasionally tuberous xanthoma may show fibrosis and sporadic cholesterol clefts. Similar HP features were found in our patient also. This condition responds effectively to the treatment of underlying dyslipidemia. As the lesions are localized in our case (scalp) and the patient is normolipemic, carbon dioxide laser ablation of the lesions has been planned.

In our case, tuberous xanthoma is localized to the scalp; this happens to be the first English report of such an unusual location. Also, the occurrence of this type of xanthoma in a normolipemic patient with no other systemic or neoplastic disorder has rarely been reported. The patient has been referred to the Department of Plastic Surgery for management of the lesions and we are also evaluating the role of carbon dioxide laser ablation of the large lesions.

**Source of support:** Nil

**Conflict of Interest:** Nil.
